Sir,

A Case of a Late Complication After Naso-Iacrimal Duct Intubation
Reconstruction of the lacrimal passages in chronic dacryocystitis can be achieved by several surgical techniques, although dacryocystorhinostomy is the most successful operation. 1 Dacryocystorhina;tomy is not an easy surgical procedure and gives good results only in competent hands. 1
Intubation of the naso-Iacrimal duct is another surgical procedure but results after this technique are somewhat poor and variable; various workers 2-4 have tried intubation of the naso-Iacrimal duct with a success rate of up to 93%. Stallard and others 2 , 5 , 6 have, however, reported poor results. Since 1944, plastic tubing has been used to restore patency of the lacrimal passages, with no evidence of tissue intolerance, 4 whereas the use of metallic tubes was abandoned because of the risk of foreign body reaction, varying from mild inflammation to necro sis ?
The clinical case presented is a late complication of naso-Iacrimal duct intubation, in which a polyethy lene tube was expelled 4 years after surgery.
Case Report
An 87-year-old woman attended the casualty unit in November 1992 with a polyethylene tube, placed for naso-Iacrimal duct intubation, presenting through the skin just above the left medial palpebral ligament (Fig. 1) . For 3 months prior to attendance she had been aware of a painless lump under the skin of her left upper lid.
The tube, extending for 14 mm out of the skin, was 29 mm long and had a diameter of 2 mm with a flange of 4 mm (Fig. 2) . The tube was obstructed by a plug of solid necrotic material and there was pus around the tube. After removal of the tube, the wound was washed with gentamicin and the site healed in 3 days.
Clinical history reveale' d that she had suffered from chronic dacryocystitis for a long time. She first had a naso-Iacrimal duct intubation with a poly ethylene tube performed in March 1984, the surgical procedure being based on the method described by Summerskill in 1952. * 4 This operation did not relieve the patient's symptoms and she continued to suffer from epiphora, visual impairment and spontaneous regurgitation from her left lacrimal puncta. In January 1988 a second naso-Iacrimal duct polyethy- lene tube was placed by the same surgeon, using the same technique, but the symptoms persisted.
Discussion
In chronic dacryocystitis, obstruction of the lacrimal passages is generally either at the junction of the sac and the naso-Iacrimal duct or lower, within the bony naso-Iacrimal duct itself. 1 The value of draining an infected sac into the nose was recognised 1500 years ago by surgeons of the Byzantine school, who performed a crude dacryocystorhinostomy by pass ing a cautery through the sac and the lacrimal bone; such an opening rapidly c1osed. 4 In 1904 Toti laid the foundation of the modern operation of external dacryocystorhina;toml and Ohm first described the modern dacryocystorhinost omy in 1920. 8 * According to this method the incision runs from the medial palpebral ligament 3 mm internal to the medial canthus to the level of the upper opening of the bony canal. An incision of 8 mm is made through the fascia into the sac in its long axis, terminating below just above the commencement of the duct. The smallest of three probes, the largest 6 mm in diameter, is passed into the sac and down into the commencement of the naso-lacrimal duct. Therefore, to perforate the lacrimal bone at its lowest part, the probe is withdrawn slowly from the duct, and as its point leaves the upper end it is passed medially and slightly backwards and downwards. Little pressure is required to perforate the bone, and the probe is passed on until it touches the nasal septum. The opening is enlarged by passing the medium-sized and then the largest probe. The polyethylene tube is then inserted on the applicator (a rod 4 mm in diameter with a shoulder 12 mm from the end) and care is taken to see that it is firmly in position with the flanges in the long axis of the sac. The tube is washed through with the lacrimal syringe to free it from blood and debris, and the sac is closed by interrupted catgut sutures. The skin is closed by interrupted silk sutures and a dry dressing held by strapping is applied.
LETTERS TO THE JOURNAL
Summerskill (1 952) later described another type of dacryocystorhinostomy by intubation of the naso lacrimal duct; 4 obstruction of these tubes can only be treated by replacement. Many conflicting opinions have been expressed on the value of Summerskill's technique. 2 -6 , 9 According to the results of Singh and Garg 7 and Jain et al.,t polyethylene intubation of the naso-Iacrimal duct is a good alternative to external dacryocystorhinostomy for the cure of chronic dacryocystitis.
The only slight advantage for naso-Iacrimal duct intubation may be that it requires less operative time and post-operative care than external dacryocysto rhinostomy; in our view the results for this technique are so unreliable that it remains doubtful whether naso-Iacrimal duct intubation in adults has a useful role at present. 
